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The etiology of varicocele depends largely an ana-
tomic conditions. The veins of the spermatic cord are

relatively long and take a vertical course, supported
only by loose tissue. Their combined lumen is large as

compared with that of the artery, so that the vis \l=a`\tergo
is reduced to a minimum (Treves). They are tortuous,
have frequent anastomoses, and are imperfectly sup-
plied with valves. These factors, taken with the pres-
sure exerted on the vessels as they pass through the in-
guinal canal, must favor stagnation of the blood cur-
rent and cause dilatation and lengthening of the veins,
thickening of their walls, and lengthening and relaxa-
tion of the scrotum. The last result is given but slight
notice in the writings of northern authors, but in warm
climates it is an almost invariable accompaniment of
varicocele.

Varicocele is a common condition, being found in 10
per cent, of all men between the ages of 15 and 30.
Unsatisfied sexual desire and excessive intercourse have
been ascribed as causes. The former must influence the
trouble, since it sometimes disappears in young men
after marriage. No doubt a predisposition may be in-
herited. Occupation plays a part in the causation,
since varicocele is common among men who stand a

great deal, such as clerks, bookkeepers, etc.
More than 90 per cent, of cases occur on the left

.

side, the explanation of which is also on anatomic
grounds. The veins in the left cord are larger, the
testicle hangs lower, and the left vein empties into the
renal vein at a right angle, while the right vein empties
into the vena cava at an acute angle. Again, the left
spermatic vein,- as it runs behind the sigmoid flexure,
is constantly subjected to pressure from the accumula-
tion of feces in the bowel. It is said that the modern
habit of "dressing" on the left side tends to increase
varicocele on that side, and that mild eases sometimes
are improved by changing to the right side.

A very large varicocele may produce no symptoms,
while a small one often gives rise to pronounced symp-
toms, depending largely on the effect on the patient's
mind. In a large number of cases the mental effect is
the main feature of the disease and requires an opera-
tion for its relief. This is particularly true when the
condition is associated with masturbation, the patient
then being fearful of impotence. There is no proof that
masturbation is connected with the cause of varicocele.

The usual complaint is a sensation of weight and
dragging in the scrotum, accompanied at times by an

aching pain which extends to the back and groins. The
 veins may become tender or inflamed and spasm of the

eremaster muscle may produce an acute cramp. Occa-
sionally the suffering is so marked as to force the pa-
tient to lie down before obtaining relief. In the be-
ginning the testicle becomes slightly enlarged from im-
pediment to the return circulation, but ultimately is
apt to diminish in size, whether from true atrophy or
not is uncertain.

Varicocele without symptoms requires no treatment,
though it is sometimes necessary to operate to permit
a candidate to pass a physical examination. Some cases
are helped by palliative measures. The scrotum is

douched daily with cold water, the bowels are kept reg-
ulated, and a comfortably fitting suspensory is worn.
A suspensory causes much discomfort in hot weather,
however, and the sweating and irritation it provokes
almost counterbalance the benefit of the support it fur-
nishes.

Operative treatment is best and can be carried out
under local anesthesia, but a general anesthetic is more
satisfactory. The text-books recommend ablation of
part of the scrotum as being occasionally indicated, but
in the south, where the pendulous scrotum is so com-

mon, it is generally indicated. Cures by this procedure
alone have been reported. Certainly it is one of the
most important steps in the operation. The shortened
scrotum affords a natural and permanent support for
the cord and testicle.

If the scrotum be not partially excised, the incision
over the veins should be made just'below the external
abdominal ring, as advised by Dr. Bloodgood. Here
the veins are fewer in number and the wound heals more

readily than in the scrotum. In any operation the gen-
ital branch of the genitocrural nerve must not be in-
jured, since it supplies the eremaster muscle and the
scrotum, which, if deprived of their nerve supply, would
tend to become lax and favor a return of the varicocele.
The nerve runs down on the inner side of the cord and
below it.

Some surgeons excise one or two inches of the veins
at the thickest part' of the mass by making a longi-
tudinal incision through the scrotum, and then ablate
a portion by using King's clamp. This clamp is applied
close up to the testicles tight enough to prevent any tis-
sue retracting when the scrotum is cut. After severing
the scrotum with knife or scissors, silkworm-gut sutures
are taken through the needle holes of the clamp and are
tied in the slits without removing the clamp until all the
sutures are taken and tied. The skin edges are then
better approximated by a running suture of fine catgut,
and thus a completely closed and bloodless operation is
effected.

The advantages claimed for this method are rapidity
and freedom from secondary hemorrhage, since the cut
ends of all vessels are supposed to be caught in the
sutures. The operation undoubtedly is rapid, but is it
following good surgical principles to allow a clamp to
compress tissues as tightly and for as long a time as
this requires? It does not seem reasonable that the
sutures will hold the ends of all the vessels, since these
sutures are parallel to most of the vessels. Secondary
hemorrhage has followed the plan. It will also follow
the open method of operating if sufficient time and
care be not given to securing and tying all bleeding
points.

By the open method two incisions are avoided, as the
veins may be removed through the same opening. In-
spection of the testicle and tunica vaginalis is afforded,
which in a large proportion of cases will reveal a hydro-
cele. It is well to give attention to small details in the
operation, because so often it is performed on neurotic
patients in whom the neglect of such details will have
considerable mental effect. For instance, in ablating
the scrotum a curved clamp should be used, or the ends
of a straight incision rounded off in order not to leave
any little elevations of tissue. These would absorb in a
short time, but their presence will annoy some neuras-
thenic individuals while they remain.

A curved scrotal clamp or two curved long-jawed for-
ceps are employed to hold the scrotum while the re-
dundant portion is being removed. The clamp is pressed
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hard against the testicles, in a longitudinal direction,
and as much subcutaneous tissue as possible pressed out
before cutting. This lessens the number of vessels that
will be cut. After severing the scrotum with knife or
scissors the clamp is taken off and all bleeding points
are carefully caught and tied with fine catgut.

The varicosed pampiniform plexus is now exposed as
far away from the testicle as possible and separated
from the vas deferens with its artery and veins. The
plexus lies with the spermatic artery in a separate
sheath which need not be split. Sometimes the separa-
tion is difficult on account of adhesions which exist as a
result of inflammation. Ligation of the spermatic ar-
tery does not impair the nutrition of the testicle.

The vas deferens is easily recognized by its cord-like
feel. It must not be handled unnecessarily, and is held
aside with its vessels while a double chromicized catgut
ligature is passed around the veins. This is separated
and the veins firmly tied in two places two inches apart,
the lower ligature being tied first. The intervening sec-
tion is now removed, care being observed to leave the
stumps long enough to prevent slipping. The ends of
the ligatures may be left long and the cord shortened
by tying them together. This saves time but leaves a

lump which will persist for several weeks to vex a nerv-
ous patient. It is better to approximate the ends of
the veins and stitch them together.

The wound is closed longitudinally with interrupted
silkworm sutures, the ends of which are left long and
tied together, as short ends will irritate the sensitive
scrotum. Drainage usually is not necessary. Rubber
tissue or oiled silk is placed over the dressing to prevent
the possibility of contamination by urine. The dressing
is held in place by a figure-of-eight roller bandage
which supports the testicles. After a few days it is
convenient to use a smaller dressing and a large sus-

pensory bandage. The patient is kept in bed for ten
days, and a suspensory worn only until the wound is
thoroughly healed, then discarded. Otherwise there is
danger of forming the "suspensory habit."
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Medical science has shown an astounding progress in
our generation, not only in knowledge but also in wis-
dom, and with this has come a refreshing education of
the public in matters regarding disease and its treat-
ment. This education, rather than interfering with the
efficiency of the medical man by the obtrusiveness of the
public with whom a little learning might have been a

dangerous thing, has brought about a most invigorating
cooperation and has increased the trust and confidence
of the doctor's position.

This confidence physicians as a body should strive to
merit, and it is, therefore, not in bad taste now to
point out at least one matter in which, even in this en-
lightened day, many fall by the wayside. Advance in
medicine has emphasized the fact that the sine qua non

predicating the rational treatment of disease is the es-

tablishing of a diagnosis. Increased facilities for clin-
ical examination have given us, in many cases, material
evidence on which to base our diagnoses, and in others
some tangible reasons for induction and inference.

The result of this is that we are now in a position to

be thoroughly honest. Heretofore, perhaps quite sub-
consciously, we have not always been utterly frank with
ourselves, and the time has now come when the profes-
sion should discard several ill-used and time-worn diag-
noses that have expressed clinical entities, which if not
fantastic, have at least never been proved to exist. These
diagnoses have been used much too frequently to cover
our ignorance and to pander to the desire of the patient
to know what is the matter. This is a perfectly natural
desire, too, and is so thoroughly relieved by an answer
that it has. tempted too many to resort to the diagnoses
about to be mentioned.

Perhaps the most commonly used of these -meaning-
less diagnoses is that of "biliousness," and there is no
other outranks it in giving satisfaction to the patient.Just what is "biliousness" ? Does it mean blocking of the
biliary exit? If it does we should have jaundice and all
the symptoms of biliary obstruction, and if that is so,
then we are surely dealing with cholelithiasis, cholan-
gitis, cholecystitis or new growth; in other words, a
definite clinical entity which "biliousness" does not ex-

press. Does it mean insufficient secretion or excretion of
bile? If so there should be those chemical changes in the
stools and in general metabolism which are never looked "

for by the physician who diagnoses "biliousness." No,
"biliousness" does not mean any of the above things,
but is applied to those cases of general malaise whose
true cause, if not to be found in constipation, can not
be or is not ascertained. When "biliousness" has been
diagnosed, nothing has been diagnosed. The diagnosti-
cian has satisfied both himself and patient and has
cloaked his ignorance at the sacrifice of his frankness.

How many of us have encountered "typhoid pneu-
monia"? To-day there is firmly fixed in the minds of
many practitioners the idea that such a combination of
diseases actually exists, and when they announce the
diagnosis they mean not the pneumonic type of typhoid
(which, of course, does exist as well as the intestinal,
meningitie and nephritic forms, and is not uncommon),
but a true coincidence of the diseases. Such cases usu-

ally are typhoid pure and simple, and should there be
any doubt a blood examination and Widal reaction will
dispel it. Most of us, either directly or indirectly, have
been influenced by the teachings of Osier, and it used to
be a salient point of his that the "typhoid pneumonias"
wore usually typhoid, perhaps pneumonia, but never
both. There is one possibility of such a diagnosis being
true, and that is in a case of pneumonia caused by the
typhoid bacillus, which would be striking for its rarity,
that is, when not a part of typhoid fever.

"Typhoid malaria" is to be deprecated as severely as

"typhoid pneumonia," for such cases are invariably one
or the other. Naturally it is easily possible for a ma-
larial patient to contract typhoid, and then he has ty-
phoid following malaria. Such cases, however, are not
the ones usually included in that class diagnosed as
"typhoid malaria."

What a vogue "ptomain poisoning" has attained! It
must be conceded that ptomain poisoning does exist,
and may be very common for all we know, but that is
no justification for calling every case of acute gastro-
enteritis by that name. We are entirely ignorant as to
whether such cases are actually caused by ptomains.
Most of us appreciate the training in chemistry, the
equipment and the time necessary to isolate ptomains,
and yet many physicians blithely diagnose ptomain
poisoning. It has been my experience to hear a practi-
tioner testify at an inquest that ptomains are to be rec-
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